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Dr Chris Liapis (Athens, Greece). What do you think that we
are gaining by changing the pattern of training and having inde-
pendent vascular training? Right now we are in need of more
vascular surgeons because of the aging population and especially of
surgeons that can adapt to new developments and techniques like
endovascular. Can you achieve this by the new paradigm in train-
ing?
Dr Joseph L. Mills. I think so. Most of us trained ineffi-
ciently, and our training included many nonessential procedures
and content areas. The Vascular Surgery Board recently reviewed
general surgery training and scored all aspects on a 0 to 5 scale with
respect to what was necessary to be a vascular surgeon. It seems
possible to eliminate components of what we used to do and
produce a well-trained person. There will soon come a time when
funding will no longer be available to train residents for 6 to 9
years. It is probably going to be limited to 5. If we restructure the
curriculum correctly, we can train good people in 5 years, especially
if they are going to focus on vascular surgery.
Dr Liapis. I fully agree on that. And I think we have to put
numbers into what we are talking about. And in Europe we are
trying to introduce what we call an endovascular index, meaning a
number of endovascular procedures per 100,000 population.
What we found out was that in contrast with vascular surgery as an
independent specialty, this index is much higher, and it is increas-
ing year after year comparing with countries with non-independent
vascular surgery. So I fully agree.
Dr Jean Bismuth (Houston, Tex). I have two questions. Are
there any thoughts of creating visiting fellowships for some of the
other countries to alleviate the problems that we heard about this
afternoon? And the second question: Is there any reciprocity
between the different bodies to allow people to move between
continents?
DrMills. The first question I can partially answer. I think one
of the reasons to develop this organization and to expand is to
address these issues, because it is not just a vascular surgical issue in
one country. Despite our cultural and economic differences, it is
very clear that we all face similar training issues. With the explosion
of diabetes, as the speakers from Asia pointed out, vascular diseaseit already is in developed countries. These are some of the major
reasons to have a Society like this.
The second question about reciprocity is more difficult be-
cause of US federal and state licensure requirements. There are
creative ways to utilize telemedicine; for example, my own univer-
sity has done this with Central America. Visiting fellowships also
allow interchange.
Dr John Harris (Sydney, Australia). You expressed concern
about the age of residents when they enter practice, which has been
a problem. What strategies are being followed to try and get them
into practice earlier than they are at the moment?
Dr Mills. The main one is to try to shorten training. The
limitation we have is that in most medical schools in the United
States, vascular surgery is an elective. Medical students usually have
only 4 to 6 weeks of specialty surgery, and they can pick and choose
from urology, orthopedics, neurosurgery, etc. One of the keys will
be to make sure that we get trainees exposed to our field and
interest them in it. They need role models. It can be done, but it
differs from what we have ever done before.
We also must design a proper curriculum. We used to really
not have a curriculum; we just had the residents hang around for
years, and they learned because of the prolonged exposure. When
you shorten the training time, you must develop a curriculum that
is competency-based, not so much a volume issue, but a content
one.
DrAndre VanRij (Dunedin, New Zealand). I have been very
interested to hear in this session the broad spectrum of approaches
taken around the world. And the whole issue of finance and cost
seems to come in to it so often, particularly when it comes to the
development of curricula, which is very expensive. My question,
therefore is, who should pay for the education and for the assess-
ment of training in vascular surgery?
DrMills. That is a double-edged sword. Medicare has funded
resident training since the 1960s. This approach comes with many
rules and much oversight but doesn’t focus on training needs. It
also makes it difficult to develop new programs because in most
hospitals, the number of training positions is capped. We must
navigate this issue. We will need many more of these integrated,
shortened training programs to make these new paradigms work.
